 (Thorax 1995;50:782-784) 
Direct chest wall invasion occurs in 2-8% of patients with carcinoma of the lung.'2 It is important to identify this group of patients as they constitute a subgroup of stage III disease in whom the prospect of surgical resection and cure is favourable. The present study reviews the results of surgical intervention in all patients with carcinoma of the lung and chest wall invasion seen between 1980 and 1993 at the Royal Brompton Hospital.
Methods
A retrospective review of all patients who underwent combined pulmonary and thoracic Thorax 1995; 50:782-784 wall resection between 1980 and 1993 was carried out. The patients were subject to a uniform preoperative staging protocol as described previously.3 After history taking and physical examination each patient underwent routine blood tests (full blood count, serum electrolytes and liver function tests), chest radiography, and a computed tomographic (CT) scan of the brain, chest, and abdomen. An isotopic bone scan to rule out distant metastases was performed in any patient with unexplained weight loss, anaemia, bone pain, abnormalities in serum calcium or alkaline phosphatase, or a combination of these signs and symptoms. Any discrepancy on the bone scan was further evaluated by skeletal radiographs.
Rigid bronchoscopy was routine in all patients. In addition, cervical mediastinoscopy (supplemented by left anterior mediastinotomy if the tumour was located in the left upper lobe or extended to the left main bronchus) was undertaken in any patient in whom the CT scan of the mediastinum suggested invasion or lymphadenopathy. No The present study highlights several factors that are important to consider in the management of patients with carcinoma of the lung and chest wall invasion. Firstly, the value of accurate preoperative staging cannot be overemphasised. We consider mediastinal exploration mandatory in patients in whom the CT scan of the chest suggests invasion or lymphadenopathy. Mediastinoscopy 
